medical service be brought within the reach of every member of the community'. (1) It was not to be a national health service in the post-1948 sense of the term but the coordination of the different bodies with a health remit at a local level: the municipal (council) sector, Poor Law Guardians and the voluntary sector. The 1929 Local Government (Scotland) Act would unite the municipal and Poor Law services and permit the expansion of access to hospital treatment to those not covered by the Poor Law regulations but would leave the independents alone. Together they would offer a multi-layered service: paupers in Poor Law hospitals, those covered through National Insurance contributions using the voluntary sector, and the municipal service somewhere in-between treating a variety of infectious diseases and taking care of the Schools Medical Service as well as those who were not insured. In the main the discussion will focus on the local authority services, but where relevant the article will examine the interaction between the municipal service and the voluntary hospitals. Glasgow, with its large population and deep-seated health problems but also a substantial public health infrastructure, offers a chance to measure the ambitions of the SBH against local outcomes. The objective of a comprehensive and unified set of local services coincided with the ambitions of both the City Corporation and the local Poor Law authority in Glasgow, and they were to take this ideal forward in a unique series of experiments. These included stretching the meaning and application of admission criteria to Glasgow's municipal hospitals, which sought to offer care in a manner that would remove the stigma of the Poor Law (2) and extend care beyond paupers to the so-called ordinary ill.
So far scholars of the inter-war municipal hospital services in the United Kingdom have not paid much attention to the rules and strategies for admission and the local variations in them, although a start has been made to address this gap especially in the English context. (3) This is an omission, because the subject touches on a number of key themes in the general study of health services between the wars. It covers the local aspects of provision; it involves the discussion of cooperation between providers; the role of the Medical Officer for Health; and the interaction between local authorities and central government. Therefore it is an important component in the understanding of the character of the health services prior to state control, as well as giving an insight into the nature of localism at this time. It is equally important to understand the formidable health-and welfarerelated obstacles to the comprehensive ideal, and this is exemplified by the experience of Glasgow.
First, poverty was a major issue: the city, according to the Board of Health had, nearly half of all Scotland's paupers within its boundaries. This placed a major burden on the Poor Law and municipal infrastructure, filling the hospitals with the non-sick poor and foiling attempts to free up bed space for the sick poor and others. In the main this due to the fact that all of the Poor Law hospitals were also part of the poorhouses and there was a tendency to domicile those that qualified for indoor relief anywhere that could be found for them, this was especially the case for the elderly and children as there were no specialist facilities for them. The second element that was to confound attempts at 'completeness' was the persistence of the serious infectious diseases that required sufferers to stay in hospital, sometimes for a long time. Certainly, there was a substantial fall-off in mortality from influenza, tuberculosis and scarlet fever, but patients with infectious diseases again took up large numbers of beds either as a result of seasonal epidemics such as the flu, or perennially in the case of tuberculosis. This made the Corporation's ambition to offer the ordinary ill the possibility of a hospital service without the stigma of the Poor Law a challenging task. Very quickly after the Second World War the advent of the 'therapeutic revolution' in vaccination and antibiotic treatment was to transform the hospital service by releasing vast amounts of bed space previously occupied by infectious diseases patients. However, prior to this, there was significant pressure on limited hospital beds for both clinical and socio-economic reasons. Any critique of the failings or otherwise of the health services as a whole in Glasgow has to take account of these crucial factors.
II
The study of the pre-NHS hospital service in the United Kingdom has undergone a major transformation in the last decade or so. Scholars have become increasingly interested in the nature and ambition of the public health services, their structure and finances. The main overview of the subject in Great Britain is provided in monographs by Steven Cherry and John Welshman. (4) Of the two Cherry has a broader canvas, but the volume is slim and can only really be regarded as an introduction. Welshman's work is more detailed, but although the book aspires to be a 'national study' it is in truth a local study based on Leicester. His coverage of Scotland is scant to say the least but the chapters on the School Medical Service are the strengths of the work. It is in journal articles that the study of the inter-war service has really matured. (5) These works, as well as providing a general context to the study of the municipal hospital service, identify the key concepts and controversies in the subject area such as finance, service provision, political interference and the 
III
The approach of this article is built on four elements. It will in the first instance place Glasgow's health infrastructure in the context of its health problems. Any attempt to produce a more comprehensive service would inevitably have to be made alongside existing priorities and responsibilities, especially those relating to the sick poor and treatment of infectious diseases. There will then be a discussion of the health services in Glasgow as the era of 'completeness' dawned, that is in 1919 with the creation of the Scottish Board of Health. This also involves a discussion of the attempts at cooperation between the Corporation of Glasgow and the Poor Law Authority to extend the reach of hospital treatment to the so-called 'ordinary ill': those who did not qualify for poor relief and who did not have access to treatment via the National Insurance Acts. The third part of the article will deal with the role of Glasgow in the framing of the health clauses of the 1929 Local Government (Scotland) Act. This Act was primarily concerned with rates and unification of local authority functions, but it also had important health implications as it saw the abolition of separate bodies in charge of education and poor relief and their responsibilities handed to local councils. This change offered an opportunity to redraw the rules on admission to the municipal hospital service to focus on health status alone; an opportunity that was taken by Glasgow. This initiative allows us to discuss the influence of the MOH in shaping policy both locally and nationally. Recent studies of the inter-war health services have emphasized the role of a powerful patron or insider lobbyist in into many of the factors that were important in the dynamic shaping of inter-war health policies in a local context. The final part of the article examines how the Corporation sought to make the health clauses extend provision for the 'ordinary ill'. In this we will look attempts to restructure provision within the newly expanded municipal sector and at the cooperation between the municipal and the voluntary sector, which has been a much-commented aspect of the inter-war public health experience and allows scholars to see how the comprehensive system worked or otherwise.
IV
The choice of Glasgow is based on a number of key socio-economic factors. First is its population:
housing nearly one quarter of all Scots it offers the opportunity for a large-scale study of a system which affected large numbers of people. Second, it had deep-seated health problems related to poor socio-economic conditions: infant mortality was higher than average; life expectancy was lower; and instances of infectious diseases were more commonplace. It was in Glasgow that the last epidemic of bubonic plague took place in the United Kingdom. At the root of many of these problems was poverty. One of the major difficulties facing the Corporation health department was how to transform hospital care amidst such monolithic health problems. In some respects Glasgow seems atypical: its health concerns were out of proportion to the rest of Scotland and the UK. This is another reason why a case study of its approach to healthcare is revealing of wider concerns. The most important principle established by the Scottish Consultative Committee was that 'a complete and adequate medical service be brought within the reach of every member of the community'. (46) This is the thread by which the entire approach of the city of Glasgow was joined.
Bringing this principle to reality was a matter of dealing with each of the components of the interim report in their Glasgow context. It raised several difficult questions: how to gain access to the resources of the Poor Law hospitals? How to manipulate the strategy for admissions to offer access to as many as possible despite being tied by the severe regulations of the Poor Law? The promise of a new approach to public health by the state was not delivered immediately; the emphasis for change fell upon the local authorities and the measures they could adopt. It was therefore necessary in the interim to find imaginative ways to apply the current legislation to achieve these goals. Glasgow incorporated the Act in 1890, which allowed the corporation to act quickly upon the outbreak of any infectious diseases including in 1900 a short epidemic of the bubonic plague, the first outbreak in the city since the seventeenth century with thirty-six cases and sixteen deaths. As will be seen in relation to influenza the steady rise in the numbers that were included on the list of notifiable diseases added considerably to the workload of the hospitals. The voluntary adoption of the initiative, however, shows how forward-thinking the city of Glasgow was in moving towards as comprehensive a health care system as possible from an early date.
The Parish of Glasgow Poor Law hospital service was divided between two functions: general hospital provision and care for the mentally ill. The description of Poor Law hospitals as 'general' was in many respects accurate since they were not only hospitals in the strictest sense for the sick poor, but also served as children's homes, old people's homes, sanatoria, maternity wards and lunatic The MOH in Glasgow had with the implementation of the 1929 Local Government (Scotland) Act the authorization to change the approach of the city towards the hospital service. The city could in theory allow almost anyone who desired treatment to gain access to some form of inpatient facility in the municipal service for a modest fee. In 1929 the Corporation did not simply gain access to new buildings but also had to come to terms with a responsibility that increased threefold.
The city had to maintain the service that it had nurtured in the infectious diseases sector, its new responsibility for the Poor Law hospitals and the mental health service. Further to this the council had to balance the achievement of access to new services whilst taking care not to tread on the toes of the politically influential voluntary sector.
To achieve these ambitious objectives four parallel strategies were put in place. First, there was to be a reorganization of the service that aimed to move those who were not chronically ill but who were the responsibility of the Corporation, such as the elderly or mentally ill, to specialized accommodation to free up general hospital bed space. The second strand was to expand the range of treatments available to the so-called ordinary ill, for example non-paupers. The third strand was to put together an admission strategy that was flexible and in line with the new opportunities, but that was realistic enough to recognize the shortcomings of what could be provided in terms of bed numbers and available services. The fourth strand was liaison with the voluntary sector. In each case there were problems that acted to undermine the grand design of Macgregor. Reorganization was to be hampered by the sheer scale of the task and lack of existing alternative facilities, forcing the city to make more capital investment. The expansion of treatment was to be similarly expensive, as there was the need to hire specialist staff, invest in new technology and revamp operating theatres amongst a myriad of other tasks to bring the Poor Law general hospitals up to scratch. The admission system was to be stretched to the limit not just by the new section 27 patients but also by the unexpected numbers of people who literally turned up at the gates of the Corporation hospitals needing treatment. Cooperation with the voluntary sector was also to prove difficult as there was the issue of payment for treatment, as the study of maternity service will demonstrate.
The first task was reorganization, but almost immediately there was an unexpected problem: demand for the municipal health service went up by one third between 1931 and 1933 from 22,142 to 30,384 patients per year. This was a result of increased unemployment in the city and a consequential rise in numbers eligible for public assistance and therefore entitled to free access to the municipal general hospitals. The main consequence of this rise was that the newly acquired general hospitals were seriously overcrowded, making the main preparatory task for expanding admission more problematic. The MOH had to find accommodation for many elderly people and destitute children who were occupying acute bed space. At any one time as many as 2,400 beds were occupied by 'Poor Law non-sick inmates', (93) which deprived the city of the capacity either to use them for the chronic sick or to introduce new working practices. A first step in the relieving of this problem was to shift as many elderly patients as possible to more suitable accommodation.
Arrangements were made to transfer many of the 'main problem' (94) The General hospitals are intended for the treatment of the sick poor, and applicants for relief under the Poor Law Acts have therefore primary claim on all accommodation. After the needs of those in receipt of public assistance have been met, however, any surplus accommodation may be available for those other than poor persons and their dependants. The MOH in Glasgow in his annual report of 1936 taking account of all of the recent developments in admission policy arrived at an important conclusion: 'The hospitals are thus being used to a very considerable extent by the general public apart from the ordinary poor of the city.' (121) Macgregor saw the system that emerged as near to the ideal of a 'complete hospital service' which he had sought to introduce. (122) The general hospital service could point to the fact that it was treating 1,500 more patients per day than in 1930 through better management of the stock of beds and some increase in capacity. There were arrangements for cooperation between the local authority and the voluntary sector and these had the blessing of central government.
IX
Ultimately Glasgow, despite these great efforts and some notable achievements, was not able truly to bring 'an adequate medical service . . . within the reach of every member of the community'.
Despite the ambitions of both the MOH and the Department of Health in Scotland, the municipal hospital service was still largely devoted to the tasks that had been set for it prior to 1929. The infectious diseases hospitals were still almost exclusively for the treatment of the same maladies that they had been built to deal with in the last years of the nineteenth century. Despite attempts at rationalization and reorganization under municipal control the Poor Law hospitals were still filled with the non-sick poor, their facilities still inadequate and resources limited. There had been some progress towards greater access and better treatment for the 'ordinary ill' with the health clauses of the 1929 Local Government (Scotland) Act and investment by general hospitals in new surgical facilities, but this was still short of expectations as capital investment largely went into remedial efforts to repair the dilapidated infrastructure of the city. There was some evidence that cooperation across the public and private health sectors could work to the benefit of not only the patient but also the financially struggling voluntary hospitals. However, as the example of the coordination of maternity services demonstrated, there were anomalies that put the municipal sector at an economic disadvantage. The persistence of poverty, bad housing and high unemployment in the city created overwhelming demands on its municipal hospitals, while access to the voluntary hospitals was limited, leading to the denial of the sorts of treatment that could offer a better quality of life or relief from chronic pain to the vast majority of Glaswegians. There were no antibiotic treatments and vaccination programmes, which when they became available in the postSecond World War years helped to free up large swathes of capacity of NHS hospitals to treat the ill. Irrespective of these considerable difficulties the Corporation of Glasgow made a series of significant contributions to the advancement of the cause of 'comprehensiveness'. First, the very size of the city's health infrastructure made it a major player in deciding national priorities as the intervention of the MOH and the Corporation in 1929 was to demonstrate. Second, it provided evidence that local authorities in Scotland could manage successfully an enlarged public health service. There is no indicator of the system failing, or that a regionally based service was inherently weak. Glasgow offered one model of a comprehensive service, amongst many alternatives. Scotland was arguably unique in that it had such a multiplicity of approaches to provision such as the Glasgow model and the pseudo-nationalized service in the Highlands and Islands, and models of cross-authority cooperation such as in the north-east of Scotland. Third, Glasgow was to demonstrate that successfully provision was partly based on effective management of existing resources through centralization of specialties such as paediatric and geriatric services to release bed space and facilities. Finally Glasgow's experience emphasized that essentially future public health progress
